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.2013.01Abstract The communities of sub-Saharan Africa face a disproportionate burden of acute injury
and illness. While acute care systems can substantially lower the morbidity and mortality associated
with a wide range of medical and surgical conditions in adults and children, few healthcare facilities
in the region adopt an integrated approach to resuscitation and stabilization. The term acute care
encompasses the health system components used to treat patients with urgent or emergent condi-
tions, and governments, health care facilities, funders, and academic institutions would beneﬁt from
a clearer understanding of acute care in an African context. In November 2011, the African Fed-
eration of Emergency Medicine held the ﬁrst in a series of conferences on acute care in Africa to
engage stakeholders in the development of consensus statements for the region. This ﬁrst meeting
engaged a range of acute and emergency care providers working in sub-Saharan Africa, and effec-
tive acute care was deﬁned as:
The provision of initial resuscitation, stabilization, and treatment to acutely ill and injured patients,
and delivery of those patients to the best available deﬁnitive care, regardless of their ability to pay.
Focus areas included: (1) Acute care referral systems (pre-facility, transfer, and ﬁeld care), (2) Facil-
ity-based acute care, (3) Emergency medicine specialist training, (4) Emergency nursing, (5) Sustain-
ability strategies (advocacy, policy, and funding).1 948 9908; fax: +27 82 524
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sessions of the conference series.
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reserved.‘‘Emergencies occur everywhere, and each day they consume
resources regardless of whether there are systems capable of
achieving good outcomes’’.
Bulletin of the World Health Organization.[1]Introduction1
Early resuscitation and stabilization substantially reduces the
morbidity and mortality associated with a range of acute med-
ical, surgical, and obstetric conditions.[2–6] The burden of acute
illness is particularly overwhelming in low and middle-income
African countries, which suffer the highest rates of every cate-
gory of injury from road-trafﬁc to drowning; the highest rates
of maternal death from acute complications of pregnancy; and
the highest rates of acute complications of communicable dis-
eases, including respiratory infections, malaria, and HIV.[7] In
addition, the rapidly growing burden of cardiovascular and
diabetic diseases has only increased the need for acute care,
as the region also suffers the highest mortality from acute com-
plications of non-communicable disease [8,9]. The term acute
care encompasses the health system components used to treat
patients with urgent or emergent conditions, and includes, but
is not limited to emergency medicine. Despite the fact that
there are at least three Millennium Development Goals
(MDGs) that can be directly addressed by robust acute care
systems (child health; maternal health; infectious diseases), a
systematic approach to acute care has been lacking in discus-
sions on how to achieve the MDGs, and is conspicuously ab-
sent from the recent UN consensus statement on non-
communicable diseases.[10,11] International health priorities
have traditionally focused on controlling communicable dis-
eases via what the Commission on Health Research for Devel-
opment terms ‘‘vertical programs which are not fully
integrated in the national health research picture and therefore
do not contribute optimally to the development of a strong
and self-reliant national health research system.’’ [12]
AFEM and meeting background
The African Federation for Emergency Medicine (AFEM) has
brought together a critical mass of community, pre-hospital,
and facility-based practitioners seeking to improve acute care
in sub-Saharan Africa, and has begun to coordinate efforts,
disseminate materials, and articulate a scientiﬁc agenda. The
scientiﬁc activities of AFEM include documenting the burden
of acute disease and current state of acute care systems in the
region; developing training materials and clinical and opera-
tional guidelines; and establishing criteria for the evaluationhave also been presented by
nanga JA, Sawe HR, Runyon
capacity in Africa: A clinical
ournal of Public Health Policy,of programmatic impact. To accelerate the development of
acute care within Africa, AFEM have planned a series of con-
sensus conferences and held the ﬁrst in November 2011 in
Cape Town, South Africa. Over 100 leaders in acute and emer-
gency care from Africa and around the world participated.
For the purposes of this meeting, effective acute care was
deﬁned as:
The provision of initial resuscitation, stabilization, and
treatment to acutely ill and injured patients, and delivery of
those patients to the best available deﬁnitive care, regardless
of their ability to pay.Meeting process
Plenary sessions on general principles alternated with smaller
focus group sessions. Five workgroups were formed:
 Emergency care referral systems (pre- and out-of-hospital
emergency care).
 Healthcare facility based emergency care.
 Emergency medicine specialist training.
 The role and importance of emergency nurses.
 Sustainability strategies.
The groups were given a mandate to develop recommenda-
tions consistent with the core principles that interventions
should:
 Integrate into existing health systems.
 Prioritize cost-effectiveness.
 Have measureable impacts.
 Be ﬂexible enough to be scaled and speciﬁed to a variety of
settings.
The overall meeting endorsed the following points of
recognition:
 All people should have equal access to acute care.
Access should not be limited by the inability to pay,
the lack of health care providers or facilities, or be
restricted by geography, culture, gender, religion, or
disability.
 There exist gross inequalities and disparities in health status
and health care within Africa, and between Africa and the
rest of the world.
 There is a signiﬁcant shortage of properly trained personnel
in emergency medical care at all levels of the health
workforce.
 Quality, timely acute care can substantially reduce morbid-
ity and mortality.
 Acute care system development is crucial to meet the Mil-
lennium Development Goal targets.
 Acute care interventions should aim to attain maximum
impact from limited resources.
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context of a national health system and according to
national priorities. Targeted need assessments should pre-
cede interventions.
 The impact of acute care interventions should be routinely
analyzed and results integrated into existing national health
surveillance systems.
 The practice of acute care should be evidence-based, as far
as possible.
 Maintaining the quality of services requires well-trained
acute care practitioners working within an environment
that provides adequate human and physical resources,
and ongoing training.
 Acute care providers should perform regular reﬂection on
their practice, building on strengths and correcting weak-
nesses in the acute care system on a regular basis.
 The current engagement of professional organizations
(AFEM and the International Federation for Emergency
Medicine) and the increasing interest of governments, aca-
demic institutions, non-governmental organizations, donors
and other stakeholders create an unprecedented opportu-
nity for advancing acute care in Africa.
We note the following barriers to the integration of acute
care into the health systems of sub-Saharan Africa:
 The burden of acute disease in sub-Saharan Africa is
severely under-documented.
 Most healthcare facilities in the region lack an integrated
approach to triage, resuscitation, and stabilization of
acutely ill patients.
 There are limited resources for health care in Africa, includ-
ing a critical shortage of trained healthcare personnel in all
cadres.
 There is a lack of standardized regionally-appropriate clin-
ical guidelines for acute care at the sub-district and commu-
nity level.
 Essential components of acute and emergency care have not
been established, and there is no consensus on how to deﬁne
the success of initiatives.
 There is no current advocacy plan for placing acute care on
the global health agenda.
A ﬁnal session was held for presentation, discussion,
and ratiﬁcation of the workgroup products. Because the
workgroups engaged distinct system components at differ-
ent levels of strategy development, the consensus state-
ments below are intended only as a summary of the
meeting conclusions and are not parallel across groups;
they range from general to speciﬁc and include both ac-
tion and discussion points.Consensus statements
Acute care referral systems
Acute care does not begin at the front door of a hospital; a
large component of care delivery can and should occur at
the community or transportation level. There are several terms
which refer to this component of an acute care system, includ-
ing pre-hospital care and out-of-hospital care. The workgroupadopted the term acute care referral system to apply to that
component of acute care delivered outside the conﬁnes of a
healthcare facility.
Acute care referral systems:
 Must comprise components relating to practitioner educa-
tion, access, communication, treatment, and transportation
to and between healthcare facilities.
 Should be centrally managed but responsive to local
requirements.
 Should make use of trained community members to deliver
ﬁrst responder care.
 Must make use of existing private and public transportation
networks in the early stages of EMS development.
 Should make use of a single national emergency access
number, designed to be easily recalled.
Local stakeholders should:
 Actively advocate for the development of out-of-hospital
care systems as a health system priority in their country.
 Develop regional collaboration to derive a regionally
appropriate model of out-of-hospital care, along with an
implementation strategy.
AFEM should:
 Prioritize acute care referral system documentation and
development in its scientiﬁc agenda.
Healthcare facility based acute care
Acute care delivery in healthcare facilities is not limited to
a small number of large hospitals with dedicated Emer-
gency Departments; all facilities, including clinics, must be
able to provide at least basic acute care services. Functional
referral mechanisms are critical to provide comprehensive
acute care services. In general, there should be a dedicated
space for acute care connected to a triage area and acces-
sible to patients arriving on their own or via the referral
system.
Health workforce:
Pre and in-service training in acute care should be coordi-
nated with government ministries and academic institutions
to best serve facility-based providers and their patients.
 Distribution of acute care personnel should be matched to
the acute care needs of the facility catchment area.
 Health facilities should develop speciﬁc strategies to retain
acute care personnel.
Service delivery:
 Acute care facilities at and above the district level should
provide 24 h care.
 Communities should be engaged, educated and empowered
around all facets of emergent health problems.
 Acute care providers should integrate with the local pro-
vider network to assure appropriate follow up and preven-
tive care for their patients.
 Longitudinal support from governmental and facility
administration is critical to ensure the necessary human
resource development and infrastructure for quality acute
care service delivery.
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 Timely and equitable access to essential acute care diagnos-
tics, pharmaceuticals and supplies is essential to high qual-
ity care.
 Reliable procurement and supply chain management are
essential at all levels of the health care system.
Health information:
 Acute care metrics should be integrated into current facil-
ity-based surveillance strategies to assess the acute care
needs of the population.
 Recommended indicators of infrastructure improvement
include:
o Percentage of patients getting appropriate therapy for
sentinel presentations.
o Mortality rates associated with sentinel presentations
at the facility.
o Length of stay in acute care intake areas.
 Advocacy should include a multi-level strategic plan that
includes the facility medical directors, district technical
directors and national Ministries of Health.
AFEM should:
 Develop emergency clinical practice guidelines to serve as a
resource for national development of context appropriate
care.
 Advocate for the integration of acute care metrics into rou-
tine health surveillance systems.
 Establish the elements that are critical for timely, efﬁcient,
effective acute care services at each level of the health care
system.Emergency care specialist training
Emergency specialist training is an essential component of a
robust acute care system. While specialists may never deliver
the majority of acute care in the region, a small number of
well-trained specialists can have a large impact on health sys-
tems by leadership in clinical care, training, advocacy, and sys-
tem change. There are currently established emergency
medicine training programs for specialists in Botswana, Ethio-
pia, Ghana, South Africa, Sudan, and Tanzania, and pro-
grams planned in Rwanda and Uganda.
In general:
 A review of current programs and a need analysis should
precede initiation of any new training programs.
 Shared models of (and shared resources for) emergency spe-
cialist training can help maximize the impact of the training
programs while minimizing costs, but programs should rec-
ognize the limitations of existing resources that may not
speak to African context.
 Partnerships with other emergency training programs (in-
country or international) may be an important component
of specialist training, especially for new programs. While
partnerships should be mutually beneﬁcial, they should pri-
oritize the needs of the developing program.
 Trainees should be equipped with basic resuscitation and
stabilization skills at the very beginning of training.
 Rotations to external sites, including international rotations
should:o Establish explicit learning objectives a priori.
o Be structured to ﬁll gaps in locally available experience.
o Have a clear plan for comparative analysis of strengths,
limitations and relevance of the external setting.
Specialist training programs should:
 Be oriented to local needs, culture, priorities, resources, and
practice patterns.
 Be developed and based within the region graduates are
expected to serve.
 Establish EM role models, culture, and identity to create
credibility and promote recruitment.
 Collaborate with local healthcare systems and emphasize
intra-departmental and inter-departmental co-operation.
 Integrate into existing national/regional credentialing pathways.
 Engage in early advocacy to attain Ministry support for res-
idency funding, specialist salary lines, and faculty positions.
 Liaise with regional or international organizations to allow
coordination of efforts and resource-sharing.
Critical human resources include:
 Local or partner emergency medicine faculty.
 Other specialty faculty (surgery, OB, trauma, orthopedics,
anesthesia, radiology, critical care, pediatrics).
 Local ‘‘champions’’ who understand the existing health care
system and can identify key stakeholders, and drive pro-
cesses forward.
 A network of key stakeholders.
Critical infrastructure resources include:
 Adequate hospitals with a dedicated emergency department.
 Lecture theaters.
 Medical equipment.
 Clinical skills laboratory for simulation training.
 Support facilities (such as laboratory, radiology, blood
bank, pharmacy, library including e-resources).
AFEM should:
 Develop regionally-appropriate courses.
o All such courses should be a starting point only and
adapted to local needs.Emergency nursing
The emergency nursing workgroup endorsed the general prin-
ciple that the emergency nurse plays a crucial role in the iden-
tiﬁcation and care of patients with medical, surgical and injury
related emergencies, with a focus on the level of severity and
time-critical interventions.[13] The group developed a summary
of current challenges currently facing emergency nurses in
Africa, and a framework for emergency nursing practice in
the region. Their complete consensus statement is available
in the African Journal of Emergency Medicine[14], and sum-
mary tables are reproduced below Tables 1 and 2.
Sustainability strategies
Unlike basic primary care that can be delivered by single or
small groups of practitioners working in relative isolation,
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cure funding for system development, specialty training and
infrastructure. These will require targeted government policy
and ﬁnancial strategy development by advocates and experts.
We consider the feedback from this workgroup to be a point
of departure for this future work.
Funding Sources include national governments (health, de-
fense, education ministries etc.); regional and international
government programs (DFID, CDC, USAID etc.); global phi-
lanthropies; local and international businesses and private
ﬁnancial institutions; academic institutions and multinational
health and development organizations (WHO, UN, World
Bank etc.). Advocates should develop a tailored strategy that
is aligned with the funder’s priorities and vision. For example,
a donor organization whose ethos is that ‘‘health care is a hu-
man right’’ should be approached from the perspective that
‘‘acute care is a human right’’.
 Private sector for-proﬁt organizations can be important
sources of support. Care must be taken to understand an
organization’s agenda and priorities so that funding
requests may be aligned with them. Do they, for example,
have employees who stand to be harmed if acute care is
not available? These same issues are relevant to ﬁnancial
institutions that might consider investment in acute care:
their return on capital and, hence, their willingness to sup-
port acute care services will be determined by market forces.
 Private not for proﬁt organizations like foundations (Gates,
Clinton, Mohd Yousef, Soros, etc.) can also be important
sources of funding. Such organizations also often have
well-deﬁned agendas, priorities and perspectives that can
be leveraged.Table 1 Challenges and issues facing emergency nursing in Africa.
Practice
 Emergency nurses work in a variety of settings: public/private, clinic/
 Emergency care settings are understaffed.
 Nursing shortages across Africa.
 Shortage of doctors often leads to task shifting to nurses with limited
 Scope of practice for emergency nurses is undeﬁned in most settings.
 Expectations of nurses to operate outside their scope cause frustratio
 Emergency nursing has greater occupational health hazards.
 Triage protocols are lacking or not followed.
 Ineffective processes.
 Lack of handover information from referral hospitals.
 Ineffective pre-hospital care.
Education/training
 Limited basic emergency knowledge and skill is included in undergra
 Not all nursing programs include rotations through emergency center
 Development of critical-thinking is not sufﬁciently addressed in traini
 Limited number of emergency nurse trainers.
 Many diverse and limited projects/trainings offered by public and pri
 Countries have standards for health professional training but not for
Professionalism
 Diverse range of experience and educational backgrounds represented
 Inconsistency in terminology across African countries for levels of nu
 Disrespect and non-recognition for nurses by other multi-disciplinary
 Emergency nurse specialty training is not reﬂected in compensation.
 Nurse salaries are not always paid or paid on time.
 There are no standards for safe stafﬁng in emergency care settings.
 The only professional organization representing emergency nurses is Academic organizations are rarely funders. They can, how-
ever, be important allies and partners where interests are
aligned and comparative advantages are complementary.
 Public funding, be it local, regional, bilateral or multinational,
is accessible (to varying degrees) to political process. Estab-
lishing relationships with key ministry ofﬁcials, politicians,
and other inﬂuential entities will therefore be very important
in advancing the acute care agenda. It will be essential to edu-
cate and advocate for public support. Additionally, it is key
that the case for acute care is aligned with public priorities.
 Clearly identifying the role of emergency care within a
‘‘health systems strengthening’’ agenda will be essential.
Strategy will vary depending upon the targeted potential
funder but there are several universal issues of importance:
 Advocacy is always helped by a mobilized and informed
public opinion.
 Technical and policy champions embedded within key orga-
nizations can be especially helpful as can the formation of
strategic alliances with individuals or organizations already
operating within the space: for example, national and inter-
national emergency care societies, non-emergency medical
societies and even non-medical humanitarian organizations.
 A set of talking points containing ‘‘killer stats’’ (i.e. very
compelling statistics that demonstrate the importance of
acute care) should be developed and widely disseminated
for advocacy purposes.
 It is especially important to have or create ‘‘proof of con-
cept’’ examples. These should ideally be instances where
the impact of acute care on desired outcomes can be clearly
demonstrated.14
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Table 2 Knowledge and skill set for emergency nurses.14
Level of
emergency
nurse
expertise*
Description of the level Minimum level
of education
Minimum
experience
in emergency
(guide)
Cognitive skills (guide
evaluation)
Technical skills Practice role
Novice Task-oriented, task
focused, protocol driven
Enrolled nurse 0 months Able to access next level of
care (follow an escalation
protocol): no decision
making
Technical skills: site speciﬁc
(according to protocol order):
e.g. obtain vital signs ﬁrst aid
ECG (taking of) BLS obtain
chief complaint IV access start
(adult) Oxygen delivery urinary
catheter
Technician, nurses new to the emergency
care setting, may not be primarily
emergency nurses, emergency care may
only be a portion of care provided
Advanced-
beginner
Some clinical experience,
beginning to make
predictions protocol
driven
Enrolled nurse 1 year Perform physical assessment
based on chief complaint sort
patients based on protocol
refer patients to next level of
care
Start IV access (peds) Treatment nurses work with lower acuity
patients, provide support in higher acuity
areas, medication administration,
pediatric care
Competent Make connections
between history, chief
complaint follow
algorithms
Enrolled nurse 2 years Determine sick/not sick
prioritize initial interventions
based on physical assessment
intermediate life support
IV therapy IV access start
(neonate) oxygen therapy urinary
catheter
Triage transport primary trauma care
Proﬁcient Holistic understanding,
seek out critical cues,
focused assessments
Diploma/post-
basic nurse
2–5 years Re-evaluate interventions
advocate for interventions
provide/lead advanced life
support
Initiate interventions (above)
initiate second-line therapies
Area-level management (site-speciﬁc)
Expert Intuitive application
autonomy
BSN/degree >5 years Synthesize evidence-based
practice
Inform clinical decision-making
as part of a team
System-level management (site-speciﬁc)
co-leadership with medical team teaching/
training
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48 E. Calvello et al. Working with leading professional and political organiza-
tions to help them adopt emergency medicine policies is
the key. The World Health Organization is exceptionally
important in this regard because health ministries around
the world look to them for guidance and policy support.Way forward
This conference was the ﬁrst in a series planned and hosted by
AFEM. The second is planned for November 2013, with a fo-
cus on the components of AFEM’s advocacy and scientiﬁc
agenda:
 Evaluate the current status of emergency care delivery in
the region.
 Incorporate syndromic surveillance based on acuity into
national surveillance systems.
 Deﬁne essential components of effective emergency care ini-
tiatives (based on successful examples in the region).
 Develop standardized process indicators, programmatic
impact, and cost-effectiveness for emergency care interven-
tions within Sub-Saharan Africa.
 Produce integrated clinical guidelines to help ensure the
provision of quality care, regardless of the availability of
resources.
 Produce training resources for all cadres of emergency care
personnel.
 Identify emergency care research priorities.
 Establish communication between researchers, policy mak-
ers, clinical providers, and other stakeholders to maintain
efﬁcient transfer of knowledge on acute care programing
and research.
 Produce scholarly works to inform future emergency care
program development and research in the region.
 Educate the public and funders regarding the importance of
an integrated approach to the care of acutely ill patients and
increase awareness of the burden of acute disease.
 Develop multi-sector funding strategy across ministries,
international organizations, foundations, non-governmen-
tal organizations, and public/private partnerships, and
other stakeholders.Conclusions
Effective acute care substantially reduces the morbidity and
mortality associated with a wide range of medical and surgical
conditions. AFEM, through a series of consensus conferences
and on-going collaborations, aims to drive the acute care agen-
da in the sub-Saharan region. The ﬁrst meeting of this seriesestablished a set of relevant general principles for discussion,
as well as a series of guidelines in speciﬁc areas. We hope that
these will serve to inform future discussion and the develop-
ment of future programs, as well as assist those working to ad-
vance acute care in Africa.
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